The surgical management of spasticity in three groups of patients, spinal cord injury, neurological impairment and neurosurgical trauma, is described.
said to lack tone, to be flaccid, and tendon jerks and cutaneous withdrawal reflexes are hyporesponsive.
It is generally considered that a critical factor in spinal shock is underactivity of the gamma efferent (fusimotor) system. As a result muscle spindle endings are believed to be deprived of a background drive that makes it possible for them to respond to tendon percussion or muscle stretch with sufficient intensity to produce a reflex contraction. Clearly, this belief requires that muscle spindle endings normally receive background fusimotor drive when the muscle is not contracting and that without the fusimotor drive muscle spindle endings are insensitive.
Direct recordings of muscle spindle afferent activity indicate that relaxed muscles receive no significant background fusimotor drive, and that muscle spindle endings are sufficiently responsive in the absence of such activity to produce a tendon jerk. In relaxed subjects muscle tone and tendon jerks do not depend on background fusimotor activity and spinal shock is not due to its withdrawal.
With the emergence from spinal shock, patients may develop the hyperactive tendon jerks and increased muscle tone of spasticity. Similar recordings of muscle spindle afferent activity have failed to demonstrate the increase in spindle reactivity that would suggest gamma motoneurone overactivity. Muscle tone and tendon jerks appear to be exaggerated because of a change in central reflex transmission rather than a peripheral mechanism operating on the muscle spindle. In Australia approximately 2500 people are currently taking Lioresal.
The advent of Lioresal represents the greatest addition to the therapeutic armamentarium against spasticity in the last 15 years. A group of 50 patients was assessed, 42 of whom manifested spasm.
All these cases showed oedema associated with joint limitation including ankle, tarsal (inter and mid), subtalar and toes. This was noted particularly in those with upper motor neuron lesions.
Prevention means persistence with measures well known in acute care areas. Incontinence control methods include intermittent catheterisation, drugs modifying bladder and urethral function, either separately or in combination with catheterisation, and Katona's method of bladder stimulation. Implantation of an artificial urinary sphincter is being increasingly used, case selection depend ing on urodynamic findings as the failure rate increases significantly in those children with persistent outlet obstruction and detrusor hyperreflexia.
